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(1) Sometimes midwives find it difficult to implement research evidence into 
      clinical practice.

(2) Ideas about how to narrow the theory practice gap are exceptionally important.

(3) This paper proposes a model designed to help midwives implement research 





Triumph over the barricades and put the evidence into practice           

In some instances midwives find it difficult to implement research evidence into clinical practice (Albers, 2001). There are numerous examples where this has shown to be the case. For example, why when research has informed of the significant benefits of providing continuous support during labour (Hodnett et al, 2003), is one midwife to one woman not compulsory in every maternity unit in the UK. Hodnett et al (2003) has undoubtedly shown that support during labour reaps rewards. Hodnett et al (2003) meta analysed 14 trials (5020 women) that related to continuous support during labour and found reduced use of pain medication, operative vaginal delivery, caesarean delivery, and 5 minute Apgar scores of less than 7. Support increased the likelihood of full breast feeding 4–6 weeks after delivery (2 trials). Childbearing women also showed more favourable views of their childbirth experience (6 trials). Of 2 trials that assessed postpartum anxiety and self esteem, one achieved better results with support and the other found no difference. Length of labour was also slightly shorter in the support groups. When trials were grouped by whether hospitals allowed accompaniment by husbands, partners, or other family members during labour (7 trials) and those that allowed no additional support people (7 trials), the results were consistent (Hodnett, 2002). 
The very low home birth rate is a further example of problems midwives have with implementing evidence into practice. Predominantly results establish no difference in survival rates between babies born at home weighted against hospital (Olsen, 1997). UK homebirth rates that range from 1-5% imply that this option may not always presented as a genuine choice to childbearing women with uncomplicated pregnancies. Olsen (1997) meta-analysed research relating to the relative safety of homebirth compared to hospital birth? A total of 25,000 births from 5 different countries were studied. There were several significant differences between the groups. Fewer medical interventions occurred in the homebirth group. Fewer home babies were born in poor condition. The homebirth mothers were less likely to have suffered lacerations during birth. They were less likely to have had their labours induced or augmented by medications or to have had caesarean sections, forceps or vacuum extractor deliveries. As for maternal deaths, there were none in either group. 
In the World Health Organisation (WHO) (1996) summary of research on place of birth (Subsection on Place of Birth) it is stated that there is no scientific proof that hospital is a safer place than home for a woman who has an uncomplicated pregnancy to have her baby. Studies of planned home births in developed countries have shown sickness and death rates for mother and baby are equal to or better than hospital birth statistics for women with uncomplicated pregnancies. The evidence supports that planned home birth is as safe an option as hospital birth when the mother has been risk assessed (American Public Health Association, 2002; Dower et al, 1999; The Mother-Friendly Childbirth Initiative, 1996). 
As midwives we need to be aware that the nature of a woman’s labour and birth can affect her profoundly. Research has shown that the following increase the likelihood of a normal birth through reducing interventions: 

	In the later part of pregnancy, using upright, forward positions (where the hips are higher than the knees, and the shoulders are more forward than the hips) to help the baby get into a good position for labour (Al-Mufti et al, 1996). 
	Having continuity of care throughout pregnancy and birth from a named midwife or a small team of midwives (Hodnett, 2001). 
	Giving birth at home (Chamberlain et al. 1997) or in a home-like setting such as midwifery-led community unit (Hodnett, 2001).
	Having the baby's heart rate monitored intermittently rather than continuously (MIDIRS, 2003).

				Current evidence supports that cardiotocography (CTG) is an unnecessary procedure when there is normal progression of labour and the fetal heart is within normal range. Meta-analysis of randomised controlled trials that compare women who have had CTG with a control group who have not, found no significant effect on perinatal mortality and morbidity. There was a trend towards an increase in perinatal deaths in the CTG group (Patison and McCowen, 2005). The National Institute for Clinical Excellence guidelines (NICE, 2001) in section 2.3 states that for a woman who is healthy and has had an otherwise uncomplicated pregnancy, intermittent auscultation should be offered and recommended in labour to monitor fetal well-being. Current evidence does not support use of admission CTG in low risk pregnancy and it is therefore not recommended. In section 2.2 it states that the provision of accurate information in these circumstances is essential to allow the woman to make the right decision. 
Contemporary research also informs that amniotomy is a superfluous, outmoded and invasive procedure in the event of normal labour, given that it increases women’s pain experience and may precipitate a cascade of obstetric intervention. Amniotomy is an archaic ritual that was historically carried out on all labouring women. Amniotomy is now contraindicated because fetal heart abnormalities are more likely in the healthy, term fetus (Barrett et al, 1992; Fraser et al, 1993; Garite et al, 1993) and it may cause umbilical cord prolapse (Levy et al, 1984). Amniotomy has little effect on labour length (Barrett et al, 1992) and it does not reduce the caesarian section rate (Barrett et al, 1992; Fraser et al, 1993; Garite et al, 1993).
			There are many benefits from being in receipt of a non-invasive birth. These include a reduction in post-natal pain and quicker physical recovery during the postnatal period (Tucker, 1996, Johanson et al, 1993, Kitzinger, 1990), increase in self-esteem (Llewelyn and Osborne, 1990) and reinforced bonding with the baby (Odent, 1999).  
Continuous innovation presents a promise of more effective clinical care. Grol and Grimshaw (2003) report that about 10,000 new randomised controlled trials are included in MEDLINE every year (Chassin, 1998) and 350 000 trials have been identified by the Cochrane collaboration (Cochrane Collaboration 2003). One of the most consistent findings in research of health services is the gap between evidence and practice (Bodenheimer 1999). Results of studies in the USA and Netherlands (Grol, 2001, Schuster et al, 1998) suggest that 30-40% of consumers do not receive care in accordance with current scientific evidence, and 20-25% of the care provided is not required and is in some cases potentially harmful (Grol and Grimshaw, 2003). One example is the possible cascade of intervention that often follows augmentation of labour. An amniotomy is often ensued by intravenous administration of oxytocin. The childbearing woman’s pain experience is sharpened with consequential likelihood of request for an epidural. Immobilisation in a semi-recumbent position and continuous monitoring is protocol in such events. There is an increased likelihood that the woman may have a delay in second stage followed by instrumental delivery and its potential associated trauma. 
			These examples serve to sharpen awareness that research evidence is being overlooked by a number of maternity units. Consequently, ideas about how to narrow the theory practice gap become exceptionally important. With this in mind, this paper proposes a model designed to help midwives implement change into clinical practice.

(1) Coherently identify the concern
Many of the evidence-based arguments presented in the university classroom are not being actioned in clinical practice. For example, childbearing women are often encouraged to labour in the semi-recumbent position in bed, when the evidence clearly shows the benefits of remaining upright and mobile during the first stage of labour (MIDIRS, 2003). A clear articulation of this concern would be to state the observation as a question: Why are childbearing women encouraged by maternity care staff to labour in the semi-recumbent position when research evidence clearly shows that this practice slows progress of labour?

(2) Articulate a balanced case in support of the change in practice you are proposing
Conduct a literature search geared towards answering the question placed. This may be achieved through searching electronic databases (COCHRANE, MEDLINE, CINAHL, MIDIRS), other medical and paramedical databases, foreign language literature, "Grey literature" (theses, internal reports, non-peer reviewed journals, pharmaceutical industry files), references (and references of references) listed in primary sources, other unpublished sources known to experts in the field and raw data from published trials. A variety of research approaches require consideration, e.g., randomised controlled trials, qualitative studies that have looked at both midwives' and women's views, systematic reviews and meta-analytic studies. Systematic reviews and meta-analyses are extremely helpful since they present an overview of primary studies that have been evaluated in a standardised and objective way (Bero and Rennie, 1995). Each trial should be evaluated in terms of its methodological quality and the extent to which the design and conduct are likely to have prevented systematic errors (bias). From the literature review an argument for or against the practice implementation can be prepared. For example, in MIDIRS (2003) “Positions in labour and delivery: Informed Choice for Professional Leaflet 5”, the benefits of childbearing women remaining upright and mobile during labour are clearly outlined.
This evidence may then be presented to the multidisciplinary team to support the practice implementation proposed. 

(3) Employ a midwife with research skills and time to scrutinise the research evidence 
It is a mistake to believe that all midwives have the desire, skill, time or motivation to retrieve and scrutinise evidence on which to evidence-base practice. A midwives skills and purpose are geared towards delivering competent maternity care to childbearing women. The majority are not trained researchers and consequently expecting such skills is an unjust expectation. Hence, it is vigorously recommended that maternity units employ a research midwife, who has proved her competence through completion of a PhD and written publications, to undertake the literature review and present the evidence to the multidisciplinary team. The Strategic Health Authorities (SHA) require to take some responsibility with helping finance universities to develop Masters and PhD programs to create research midwives. The SHA would reap rewards of financially supporting such projects, through improved implementation of evidence and the consequent reduced costs of intervention that should ensue. Creating posts for trained researchers would provide maternity units with midwives qualified to retrieve and analyse literature in relation to new practice implementations. Experience of critiquing and presenting academic papers would equip such midwives with the essential skills to present valid and coherent debates to the multidisciplinary team (i.e., other midwives, obstetricians, administrators and management). 
					            Psychology literature supports this proposition. Status, credibility and trustworthiness of a person are cited as external variables that have a profound effect upon power to socially influence others and the amount of agreement an individual can secure. Empirical evidence supports that in general more attention is paid to high status and credible individuals who possess qualities such as trustworthiness and expertise (Hurwitz et al, 1992). Receiver judgments of communicator trustworthiness and especially expertise are significantly influenced by information concerning the communicator’s occupation, training, amount of expertise and the like (e.g., Hurwitz et al, 1992). Consequently, it is imperative that the midwife delivering the proposed practice implementation possesses convincing credentials.     

(4) Present a coherent evidence-based case to the multidisciplinary team
A clear and comprehensible story needs to be presented to the multidisciplinary team.  Such action would provide a "checks and balances" mechanism to ensure that the interests and rights of all concerned parties are listened to. In a multidisciplinary meeting, service gaps may be identified, communication improved and professional skills and knowledge shared. Ideas about how to implement change into practice are proposed in Table 1.
TABLE ONE

(5) Use positive strategies to overcome resistance to change
Fullan and Stiegelbauer (1991) site several reasons for resistance to change:
	The purpose is not made clear. 
	The participants are not involved in the planning. 
	The appeal is based on personal reasons. 
	The habit patterns of the work group are ignored. 
	There is poor communication regarding a change. 
	There is fear of failure. 
	There is excessive work pressure involved. 
	The cost is too high, or the reward for making the change is seen as   
	 inadequate. 
	The present situation seems satisfactory. 
	There is a lack of respect and trust in the change initiator. 
	Attempts should be made to circumvent obstacles in the way of a positive change to midwifery practice. One method of assisting maintenance of respect between different members of the multidisciplinary team would be to frame the bullying and harassment policy and hang it in a prominent position for all to précis. 

Conclusion
Making a commitment to challenge established procedures begins with an enquiring approach. Instead of settling for maintaining the status quo, implementation of an innovative evidence-based strategy requires the individual to have willpower, motivation and determination. For those who have the enthusiasm and possess the essential characteristics, it is imperative that they prepare well, involve the relevant people, develop a proposal for change and make the projected implementation look a feasible and attractive option (Grol and Grimshaw, 2003). Attempts should also be made to predict obstacles to the implementation and develop strategies to overcome the recognised hurdles. The new practice proposed also requires to be realistic and within an accessible budget. Progress requires to be monitored and indicators of success measured. Evaluating what is found using an appropriate research method ought to aid retrieval of more evidence for the implementer to analyse, publish and add to the existing body of evidence. 
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Table 1. A model designed to help midwives implement change into clinical practice.
___________________________________________________________________________

(2) Review the literature     –  Outline the specific question addressed, e.g., What does the 
                                                 literature say about ambulation and its effects upon the first 
                                                 stage of labour?
                                             –  Prepare a folder of all the studies found.
–  Present a summary critique of the literature (a critiquing 
    model such as Rees (2003, p. 57) may facilitate this process). 
–  Summarise advantages and disadvantages of, e.g., ambulation 
    during the first stage of labour. Ensure what you present is 
    reference based.

(3) Prepare a proposal         –  Outline the proposed change to clinical practice.
                                             –  Present the rationale behind proposing the change. 
                                             –  Include a reference-based table, e.g., advantages and 
                                                 disadvantages of ambulation during labour.
                                             –  Outline potential barriers to the implementation and make 
                                                 some suggestions of how these may be overcome, e.g., costs, 
                                                 resources, training recommended, predicted resistance etc.
                                             –  Summarise the proposed changes to protocol/guideline.
	                                             –  Discuss dissemination of evidence to the multidisciplinary 
                                                 team.
                                             –  Propose a method of evaluating the implementation.
	                                             –  Convince clinical governance facilitators of the appropriateness 
                                                 of the proposed change.  
                                             –  Outline any proposals for further research/audit in relation to 
                                                 the implementation.
                                             –  Discuss any ethical issues that relate to the proposed change to 
                                                  practice.
                                             –  Provide a summary of the proposal and draw conclusions.
					                                             –  Provide a reference list.
                                             –  Attach appropriate appendices (e.g., data collection 
                                                 instruments, letters of access, reference list).

(4) Presentation                   –  Invite all members of the multidisciplinary team to the proposal 
                                                 meeting.
–  Deliver an impressive balanced presentation. 
–  Give each member of the team a handout of the proposal

(5) Generate a discussion    –  Listen to everyone’s points of view and if possible deal with 
                                                 any obstacles.

(6) Keep records                  – Make a record of contents of discussion and decisions made
                                                (e.g., who agreed/disagreed, obstacles, resources required etc.).  
					                                             – Prepare a timetable of implementation of the new practice.

					(7) Evaluation                      –  Audit/evaluate the outcomes of the implemented practice.
																			                                             –  Write a paper to add to the body of evidence.
___________________________________________________________________________
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